Objective: To describe the multiprofessional care for the management of critical patients in delirium in the ICU from the evidences found in the literature.
INTRODUCTION
The incidence of delirium in Intensive Care Units (ICUs) is high, studies show that this neurological disorder is present in 21% to 79% of critical patients, being more frequent in patients submitted to mechanical ventilation (1) (2) (3) . Despite the high incidence, delirium continues to be under diagnosed in about 25% to 75% of patients, reaching 100% in clinical conditions characterized by the hypoactive state. This situation can be triggered due to the floating nature of the condition, associated to the lack of knowledge of the health professionals about the pathology, the low use of assessment tools and the non-registration of the phenomenon by professionals (4) (5) . Delirium is a disorder that triggers a major functional decline, increased morbidity, mortality, length of hospital period, time of mechanical ventilation, and costs in critically ill patients (2, (6) (7) . The increase in the hospitalization period is from one to 10 days, when compared to patients who did not develop delirium (8) . In addition, the longer duration of the dysfunction is associated with long-term cognitive impairment after the resolution of critical illness (7) (8) (9) . The relationship between mortality and delirium in critically ill patients is not fully established, but within six months, the chances of dying tripled in individuals who experienced this condition. It is estimated that every day in delirium there is a 10% increase in the risk of death (10) . Given this alarming context of delirium, this disorder should be considered a pathology of epidemiological importance, which needs to be better investigated and treated, given its difficulty of identification and the uncertainty about the interventions that are really effective in the solution of the condition (1) . Considering the need of a comprehensive care to patient in delirium hospitalized in the ICU, it is essential that there be a multiprofessional team to attend the demands of these patients.
Considering what has been mentioned above, this study becomes relevant considering the high incidence of delirium in the intensive care environment, the negative consequences of this disorder for the patient in the short and long term, the high institutional costs and the lack of a consensus regarding the interventions to be implemented. Therefore, it is intended to describe the multiprofessional care for the management of critical delirium patients in the ICU from the evidence found in the literature.
METHODS
This is an integrative review (IR) developed from the adaptation of the theoretical reference of Stetler's model (11) , which proposes the development of guidelines for evidence-based care practice, clarifying controversial issues and implementing activities aimed at improving the quality of care.
The purposes of the IR were determined according to the guiding question and the keywords, supporting the data collection and the identification of relevant studies (11) (12) . The guiding question for the subject studied was: "What are the recommended multiprofessional care for critical delirium patients in the ICU described in the literature?". To search for the studies, the following databases were used: PubMed, Scopus, Cumulative Index of Nursing and Allied Health Literature (CINAHL) and Web of Science. The descriptors (DeCS) used were: Delirium, Critical care and Intensive care units, which were associated with the Boolean operator "AND".
In each database two searches were performed with the respective DeCS, Delirium AND Critical care and Delirium AND Intensive care units, in this order and with the same search parameters, being selected the last ten years of publications. The searches were carried out in the period from February 1 to June 30, 2016.
The inclusion criteria were: to be an original article; research carried out with adults. The following bundle were included Awaken the patient daily, Breathing, Coordination, Delirium monitoring, Exercise/Early mobility (ABCDE) (13) and the guidelines for pain, agitation and delirium (14) due to the relevance of these publications. No exclusion criteria have been foreseen.
Initially, the abstracts were read in order to determine which ones answered the guiding question and then, the reading in full of articles, bundle and guideline selected. At this stage, the care was assessed by the researchers regarding its applicability to the clinical practice. A descriptive form was developed for each selected study, which contained the title, the authors, the year of publication, the methodological design and the care developed for critical patients in delirium. Subsequently, the articles were classified according to the level of evidence according to the Oxford's classification (15) . This study is part of a larger project, approved by the Research Ethics Committee of the Federal University of Rio Grande do Sul (1,526,221) (16) .
RESULTS
During the searches in the databases, 415 articles related to delirium were found, of which 197 were excluded by duplication among the databases, totaling 218 articles, which had their abstracts evaluated regarding the pro-Rev Gaúcha Enferm. 2018;39:e2017-0157 posed guiding question. After reading the abstracts, 201 articles were excluded because they were editorials, studies developed with another type of sample and exclusively pharmacological studies.
In the searches performed for the elaboration of the IR, it was selected: 15 original articles, the bundle ABCDE and the guideline for pain, agitation and delirium. Thus, the sample consisted of 17 studies (Flowchart 1 Of the 17 studies selected, two systematic reviews, evidence 1a and four clinical trials, evidence 1b and 2b were found, two of which were randomized, one in progress and one was not randomized, the other studies are classified in the chart below (Chart 1).
At the end of the review process, numerous articles developed by the multiprofessional team for the prevention/ treatment of delirium in critically ill patients were found in the articles selected. Among them, the diagnosis of delirium through validated scales, the performance of sedation pause, early mobilization, guidelines for care/management of pain, agitation and delirium in critically ill patients, cognitive orientation/environmental changes, sleep promotion, and family participation in the care. Rev Gaúcha Enferm. 2018;39:e2017-0157 
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DISCUSSION
This review has evidenced that the care for the delirium prevention/treatment is very broad and it requires multiprofessional engagement, since delirium is a multifactorial disease that requires care corresponding to its demands. Thus, there is a need for daily assessments of the mental state of critical patients and subsequent multiprofessional interventions.
For a better discussion, the care identified in this IR was organized in: Diagnosis of delirium, sedation pause and early mobilization (bundle ABCDE); Guidelines for pain, agitation Rev Gaúcha Enferm. 2018;39:e2017-0157 and delirium; Psychomotor agitation; Cognitive orientation; Sleep promotion; Environment and family participation.
Aiming at strengthening the multiprofessional care to the patient and the benefits for the solution of clinical disorders, the set of coordinate actions of the bundle ABCDE seeks to strengthen the care bases, with great relevance for the routine of the intensive care, reason that justifies its inclusion in this review.
The use of the Confusion Assessment Method for Intensive Care Unit (CAM-ICU) or of the Intensive Care Delirium Screenings Checklist (ICDSC) is strongly recommended to perform the diagnosis of delirium in critical patients (13) . The delirium screening, in most of the studies evaluated, was performed through the CAM-ICU. Of the 13 clinical studies, 11 used this instrument, one used the ICDSC and another the NEECHAM Confusion Scale, a finding that can be justified by the ease of understanding and execution of the CAM-ICU, which can be used by different professional categories in the ICU to diagnose delirium at the bedside.
For the application of the aforementioned diagnostic tools, the assessment of the sensorium after the sedation pause is necessary, causing the awakening of the patients. The studies developed the sedation pause determining the moment of the pause at 6:30 or 7:30, performed daily by the nurse and using the Richmond Agitation-Sedation Scale (RASS) to assess the level of sedation of patients (3, (13) (14) . In a systematic review that analyzed the efficacy, implementation, and costs of multifaceted approaches for the prevention and treatment of delirium, there was emphasis on the daily discontinuation and management of the sedation, demonstrating a significant reduction in the coma days (P<0.02) (17) . Another highly recommended care in the studies refers to the early mobilization, understood as the proactive provision of physiotherapy in critical patients (17) . This behavior showed an improvement in the delirium, as well as other positive outcomes: decrease in the mechanical ventilation time, in the hospitalization time, and in the morbidity and mortality, optimizing the patient's clinical conditions and favoring their recovery (3, (13) (14) (17) (18) . Corroborating the findings that demonstrated the benefits of the early mobilization in the solution of delirium, a longitudinal study with 132 patients implemented a protocol that included passive exercises in the bed, repositioning every two hours performed by health professionals or relatives and, in a subsequent stage, sitting the patient on the edge of the bed, lifting, and transferring from the bed to the chair and wandering. During the multiprofessional "round" it was decided which patients would be mobilized. The mobility group had significantly fewer days of delirium when compared to the routine care group (5.0 vs 3.6 days, P=0.05), in addition to fewer readmissions (P < 0.001) and lower mortality (P< 0.001) (17) . However, in a pilot cohort with 32 patients submitted to a care protocol with early mobilization, sedation pause, sleep promotion, sensory stimulation and musical preference for two months showed that there was little difference in the delirium proportion before and after the intervention (28% vs 31%). However, 24% of the evaluations showed that the lack of data interfered with the validity of the comparison (18) . Because it is a pilot study, the results cannot be definitively considered yet. In addition, the findings of the Fraser et al. study (17) are considered more robust when it comes to the early mobilization for the treatment of delirium. The studies that implemented the early mobilization in the care of critical patients in delirium showed strength of evidence 1a, 2b and 2c and demonstrated an improvement in the clinical condition of delirium, thus being a recommended care for the clinical practice.
And in order to direct the care behaviors for better results, the guidelines for pain, agitation and delirium management in critical patients were elaborated through a multidisciplinary and multi-institutional task force of the American College of Critical Care Medicine in 2013. Several revisions were made, and the recommendations had the strength of evidence established according to the GRID classification (14) . In the treatment of pain, the guidelines emphasized the need for routine assessments using the validated instruments -Critical Care Pain Observation Tool (CPOT) and the Behavioral Pain Scale (BSP)-being the first an observational scale of easy execution in intubated patients or not, and the second applied only to patients under mechanical ventilation. They also bring recommendations of different analgesic conducts (14, (19) (20) . The CPOT has not been validated in Brazil yet, but it is widely used in clinical practice. Its application encompasses the assessment of facial expression, body movements, compliance with the mechanical ventilation or verbalization in non-intubated patients and muscle tension (20) . The BSP was validated for the Brazilian Portuguese, it also assesses facial expression, upper limb movements and the adaptation to mechanical ventilation (19) . Of these two scales, the CPOT seems to be the most well-known and used in the Intensive Care environment, probably due to the possibility of application in intubated patients or not, since both are easy to perform.
In the care of critical patients, it is important to consider that the pain stimuli can trigger psychomotor agitation, potentiating the delirium condition. Thus, the pain assessment and management require essential care in the Intensive Care environment.
The guidelines for pain, agitation and delirium do not recommend the use of a pharmacological protocol for the treatment and prevention of delirium, since pharmacological evidences in reducing the incidence of this neurological disorder has not yet shown definitive results (1, 14, (21) (22) . Contrary to the guidelines, five studies (evidences 2b, 2c and 4) have developed non-pharmacological care associated with the antipsychotic use. All of them used haloperidol, three associated an atypical antipsychotic (olanzapine, risperidone or quetiapine) in the presence of elongated QT in the patients. Of these, only one study described the dose of haloperidol used: 0.5 to 1mg every 8 hours orally or parenterally (21) the others reported only the use of a "low dose" (1, (22) (23) (24) . A cohort of 123 ICU patients had the objective of evaluating the efficacy of a protocol with non-pharmacological and pharmacological interventions for delirium. It was used a low dose of haloperidol associated with measures to promote sleep, health education for patients and the family, and limitation of medications associated with delirium. The post-intervention group experienced delirium in the same proportion as the pre-intervention group (P=0.26). However, there was a significant reduction in the duration of the delirium, indicated by the increase in the delirium free days (pre 24 days vs post 27 days, P=0.002) (1) . Although the solution of the neurological disorder has not been demonstrated, the fact of reducing the days in delirium already brings benefits to the patients.
In the clinical practice, the psychomotor agitation usually requires pharmacological management due to the risk of adverse events, such as device traction, extubation or even patient's fall. The multiprofessional team needs a quiet, alert and collaborative patient to perform all the pertinent interventions for the prevention and treatment of delirium, such as the early mobilization, family interaction and reorientation.
The interventions developed for the cognitive orientation with environmental modifications have also been explored in the studies and guidelines. They were developed through the involvement of the multidisciplinary team, in order to promote patient's orientation in regarding time and space, as well as providing information about the reality and the use of personal objects.
A cohort study with 314 patients implemented reorientation strategies, such as calling the patient by his name, providing information about the hospital, about his illness and length of hospitalization, encouraging him to remember his relatives' names, as well as the date and time. Environmental, visual and acoustic stimulation was performed using clocks, books, newspapers and listening to musical preference. The use of antipsychotics was associated. The results showed that the proper reorientation strategy was related to the lower occurrence of delirium in the ICU between the observational and interventional stage (35.5% vs 22.5%, P<0.02) (24) . Different from these data, an ECR with 134 critical patients divided into group intervention and control tested the efficacy of the environmental interventions, cognitive orientation and early therapy: monitoring the risk factors for delirium. The interventions consisted of reorientation care, as to time and space with the use of clocks and calendars at the bedside. Glasses and hearing devices were made available to ensure the sensory ability; indirect light was promoted to improve sleep at night, and family members bring personal items from patients was allowed. However, in this case, the results showed no significant difference between the control and intervention groups regarding the incidence of delirium in the univariate analyzes (OR: 0.5 (IC: 0.22-1.14, P=0.1)) and multivariate (OR: 0.52 (IC: 0.23-1.21, P=0.13)) (25) . The association of a pharmacological intervention with non-pharmacological care seems to help improve the outcomes, since the study that included the use of antipsychotics (24) presented more favorable results to treat delirium. It is important to highlight that the methodological delineations are disparate-evidences 1b and 2c -as well as the sample size. The findings cannot be disregarded, but rather used with caution while trying to solve or soften the signs and symptoms of the clinical condition of delirium in the ICU.
Likewise, the sleep promotion in critically ill patients should be better understood in the Intensive Care, since during the hospitalization the maintenance of nocturnal sleep is impaired due to the physical structure and hospital organization, deregulating the circadian cycle and, possibly, impairing the patient's attention and orientation.
Sleep impairment was addressed as a trigger for neurological dysfunctions, which may potentiate the development of delirium. However, the relationship between sleep, sound and delirium has not been properly established yet (26) (27) . The studies that addressed sleep maintenance interventions established a period for the patient to sleep, which ranged from four to eight hours, in which procedures, routines, examinations, and medication administration were reorganized as much as possible except in urgent care (18, (27) (28) An ECR with 136 patients used earplugs and eye masks from 10 p.m. to 6 a.m. in order to reduce the noise and illumination in the ICU and optimize the nighttime sleep. The intervention group had 19% of delirium and the control group 20%, which did not present a statistically significant difference (P=0.006). Nevertheless, in the intervention group, the patients had fewer cognitive disturbances (P=0.006) referring to the category of mild confusion, demonstrated by the NEECHAM scale (27) .
Another almost-experimental study with 300 patients developed a protocol for promoting sleep with the use of earplugs and eye masks associated with environmental modifications such as darkening the room, reducing noise, and providing soft music. It also included the use of haloperidol or atypical antipsychotic. The results showed a significant improvement in the incidence of delirium when compared to the pre and post-intervention (69% vs 49%, P=0.02) and delirium free days (272 days, 43% vs 399 days, 48%, P=0.03) (22) . The studies that addressed care for the promotion of sleep are still incipient and their results do not converge much (22) (23) (24) (25) (26) (27) (28) (29) . However, it is important to observe that the association of multiple interventions, including the administration of antipsychotics, seems to favor the solution of delirium, but clinical studies with more robust designs are still necessary.
Corroborating the positive results, a systematic review with nine studies evaluated the effectiveness of the use of earplugs, eye masks and noise reduction as strategies for the treatment of delirium in the ICU. Of these, only two studies evaluated the impact of the use of these devices on the delirium load and the results showed a significant improvement in the reduction of this disorder (P≤0.04). The authors concluded that the use of earplugs alone or as part of a care package improved the sleep maintenance and was associated with a significant reduction in delirium. However, the ideal strategies for sleep maintenance have not been sufficiently studied (30) . All the studies that addressed the sleep promotion (evidence 1a and 1b) showed results of reduction in the incidence and/or duration of delirium and improvement of patients' clinical conditions. Such care can be incorporated into the clinical practice, since it is easy to perform, has a low cost and offers no harm or risk to the patient.
In addition, in the search for the best way to care for critically ill patients in delirium, the participation of family members seems to play a relevant role in the development of care. In this perspective, the family should be inserted in the Intensive Care environment gradually and properly guided by the multiprofessional team.
A clinical trial with 138 patients reinforced the need for prior family counseling. A flyer containing information on delirium and ways of guiding and assisting in the care of the patients was prepared; it was given to the families, and verbal information was provided. The care developed was: to make visits flexible, to encourage verbal and physical interaction, and to organize the demands of the unit. The protocol was implemented for 14 days. The ICDSC was applied every day and the psychological recovery was measured by means of the The Sickness Impact Profile, assessing the physical, psychosocial and emotional activities after the discharge to the ward. No significant statistical differences were found between the groups for incidence of delirium (P=0.176). However, it was observed that investing in the intervention with family members during the critical moment provided long-term benefits to the patient, since the family was able to perform the care maintenance after the acute phase (31) . The introduction of the family into the ICU care is something that needs to be improved in order to develop more qualified and humanized care. The family participation brings some challenges to the multiprofessional team, which must be overcome in order to benefit patients. Thus, care protocols should be structured considering the presence of family members in the development of care in order to prevent and treat delirium.
The standardization of measures from the construction of protocols and/or guidelines tends to qualify the care practice based on scientific evidence, out of the limbo of empiricism. In addition, the standardization of care tends to minimize subjective assessments by health professionals and to optimize the therapeutic outcomes of critically ill patients in delirium.
CONCLUSION
The care identified from this study was related to the diagnosis of delirium, sedation pause, early mobilization, analgesic management, psychomotor agitation treatment, cognitive orientation, sleep promotion and family participation. From the development of these interventions it is expected to qualify the care provided and improve the clinical outcomes of critical patients, among them delirium.
The care implemented for the treatment of delirium is not very specific and incipient, since the causes are not yet fully known, determining its multifactorial aspect. However, all the improvements found regarding the patients' clinical condition should be considered and valued, since not only the presence but also the duration of delirium can determine worse long-term results.
In the development of this review, there were some limitations, since it was not exclusively composed by pharmacological studies, and the subject studied addressed the care provided by the multiprofessional team. It is also worth highlighting that the use of medication in the management of delirium still does not have proven benefits.
More researches are necessary in the Intensive Care environment to determine more precisely which pharmacological and non-pharmacological care is effective in treating delirium.
